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Report on Mental Deficiency in Scotland 

1 . In 1949, the Standing Medical Advisory Committee set up a Sub-Committee 
to deal with that part of their comprehensive remit to enquire into and report 
on the mental health service in Scotland which affected mental deficiency and 
they have prepared and submitted the following report. 

Introduction 

2. Mental deficiency is essentially a social problem. Its significance has to be 
properly appraised by those concerned with public health, welfare and hospital 
administration. Mental deficiency has a bearing upon the quality of the national 
stock and upon the intellectual and economical efficiency of the people. An 
increase in the number of mental defectives means an increase in the socially 
inefficient; this in turn means a progressively expensive burden of maintenance 
and care to be borne by the family unit and the community. It should be remem- 
bered, however, that the state of development of industrialisation and 
mechanisation in a community can influence the level at which a mental 
defective will be regarded as a burden. The history of mental deficiency shows 
that the problem of mental defect increases with the demands made on indivi- 
duals to accomplish the more difficult tasks incidental to changes in their 
occupational and social environment. 

3. At the present time what can be done for defectives varies considerably 
between different types of mental deficiency and between individuals in any one 
group. Lower grade defectives may need custodial care for life, and those with 
physical as : well as mental handicaps may require intensive nursing of the 
highest order. Some, at best, can be trained in the elements of good personal 
habits and domestic order while others may be amenable to some measure of 
educational and occupational training which, however, will never enable them 
to live an independent existence. On the other hand, higher grade defectives 
who are socially adaptable can be, and frequently are, trained for work which 
may make them partly or wholly self-supporting, and they need no more 
medical or nursing care than do ordinary members of the community. 

A service for mental deficiency, therefore, has to provide for social, educa- 
tional and vocational training with adequate medical and nursing care when 
this is required. This Report is based upon a study by the Sub-ComMittee of 
the problem as it concerns the National Health Service. 

4. In the course of their enquiries, the Sub-Committee visited seven Mental 
Deficiency Institutions — five within the National Health Service, one Roman 
Catholic Institution outwith the service, and the State Institution for Mental 
Defectives of violent or dangerous propensities. These were selected to give 
examples of the different kinds of institution dealing with the different grades 
and types of mental deficiency. Visits were also made to a farm hostel, an 
occupational centre and a recreational club, all administered by voluntary 
organisations. The Sub-Committee examined in detail the working and 
administration of each place visited, and obtained the views of the staffs 
concerned about special problems arising in their work. Physician Superinten- 
dents gave detailed oral evidence, and representatives of the Scottish Associa- 
tion for Mental Health attended one meeting to discuss the work of voluntary 
organisations. 

The Prevalence of Mental Deficiency 

5. Accurate information is needed about the incidence and distribution of 
mental deficiency in Scotland and until this is obtained it is impossible to 
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measure properly the difficulties and problems to be overcome. We wish, at the 
outset of this report, to stress that at present ascertainment is inadequate. 
There are certain areas to which this statement does not apply; on the other 
hand from the evidence presented to the Sub-Committee it is quite clear that 
there are some areas from which the General Board of Control for Scotland has 
received no notifications at all for many years. Such basic questions as the 
number of mental defectives and how many require one or other form of 
supervision or institutional care cannot at present be answered accurately. The 
reasons for this are examined in more detail later in the report. 

6. In the meantime, reliance has to be placed upon the estimates made in the 
report of the Mental Deficiency Committee (1929) (commonly referred to as 
the “Wood Committee”). From their survey, this Committee estimated for 
England and Wales that, of the total population, 8 per 1,000 were mentally 
defective and some 2 or 3 per 1,000 were likely to require institutional care 
under the Mental Deficiency Acts. Of the different grades of mental defect, 
5 per cent, were estimated to be idiots, 20 per cent, imbeciles and 75 per cent, 
feeble-minded persons. 



7. Application of these approximations to Scotland leads to the assumption 
that there are about 40,000 defectives, of whom 2,000 are idiots, 8,000 imbeciles 
and 30,000 feeble-minded persons. These figures do not include children with 
only an educational handicap; they represent those persons “incapable of 
independent social adaptation by reason of incomplete development of mind ” 
(Wood Report). Of the total number of defectives as estimated above, approxi- 
mately 10,000 to 12,000 require institutional care. 

It is of interest to compare these estimates with the number of certified 
mental defectives in Scotland at 31st December, 1954. 



Patients in Institutions for Mental Defec- 
tives (including those on licence) 

Patients under guardianship at 31/12/54 . 



Male 


Female 


Total 


2,858 


2,437 


5,295 


1,354 


1,204 


2,558 


4,212 


3,641 


7,853 



Ascertainment 
The Object of Ascertainment 

8. The importance of adequate ascertainment must be appreciated. The 
number of defectives and the measure of their social maladjustment ought to 
be known before further steps are taken to review and expand the existing 
services. If only to get value for money spent, the country cannot afford to be 
without an accurate system of ascertainment which, it is to be noted, should 
result in something more than a mere register of names or a list of persons 
requiring admission to institutions. It should be regarded primarily as a method 
of clinical and social assessment rather than a legal procedure leading to 
certification under the Mental Deficiency Acts, although this may sometimes be 
one of the ends in view. Ascertainment is really a form of notification and 
should not be confused with certification but viewed as a first step towards the 
alleviation of a distressing condition and its attendant circumstances. 

..-.5 
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Classification and Assessment of Defect 

9. The different grades and types of mental defectives — high grade and low 
grade, stable and unstable or delinquent, physically ill or handicapped — 
have different needs. The assessment of the type and grade of defect 
determines the kind of care most suited for the patient, and thereby the use to 
be made of the resources available. In other words, the outcome of a proper 
system of ascertainment should be not only the classification of defectives, but 
also an assessment of their needs and a recommendation as to how these needs 
can best be met. This comprehensive assessment should, as far as possible, be 
made before it is decided that the defective be admitted to an institution. This 
means a change in emphasis from an exclusively intramural or institutional 
orientation to one which favours the development of extra-mural services. 



Present Deficiencies 

10. The evidence shows that, although active measures are taken in the cities 
and some counties to bring mental defectives under proper care, there is little 
provision for accurate assessment after ascertainment in the country as a whole. 
This can be traced to several causes. It may be due to a misconception of the 
real purpose of ascertainment. It has been attributed to want of co-ordination 
between the different authorities responsible, e.g. education authorities, local 
health authorities and Regional Hospital Boards. Undoubtedly it has been 
discouraged by the knowledge that the available institutional accommodation 
is far from sufficient, but this in no way diminishes the need for adequate 
ascertainment. Further, it should be borne in mind that many defectives can 
be given care not in institutions but in their own homes, or under suitable 
guardianship. 



Suggestions for Effective Ascertainment 

11. Although the Education Acts make ascertainment obligatory, some 
defective children are nevertheless overlooked. Where, unfortunately, mentally 
handicapped children are in ordinary schools and their condition is not 
recognised, the chances are they will neither benefit from the education provided 
nor receive proper supervision and care on leaving school. As a precautionary 
measure, children who are backward in school subjects should be referred 
without hesitation to the School Medical Officer or to the educational psycholo- 
gist. The fact needs emphasis that mental defect must not be considered solely 
as a matter of “ intelligence quotient ” but has also to be measured by practical 
tests of conduct, emotional stability and the capacity for adaptation to the 
social environment. 



12. For effective ascertainment, particularly in the case of those over the age 
of 16 years, much could be achieved if more mental deficiency out-patient 
clinics were available. Local health authorities usually have on their staffs 
Medical Officers (including School Medical Officers) with special experience of 
mental deficiency who give most useful service, but more specialised advice 
should be given by suitably qualified psychiatrists of Regional Hospital Boards 
whose services in the past have been restricted too much to institutions. In the 
organisation of mental deficiency clinics there is scope for active field work to 
be carried out by teams consisting of psychiatric specialists, general practitioners, 
experienced psychologists, teachers, health visitors and social workers. While 
teamwork is obviously essential the initiative should rest with local authorities. 
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Mental Deficiency Clinics 

13. Out-patient clinics, whether in local authority or hospital premises, should 
provide a diagnostic, advisory and supervisory service for mental defectives 
whether children or adults. They could forge a close link with the 
services for general psychiatry, child psychiatry and child guidance— too often 
at present, found working in isolation. They should also be the “ screening ” 
department of the mental deficiency service where the psychiatrist, in con- 
junction with the Medical Officer of Health, could review waiting lists and 
advise generally on questions of care and treatment. A proper system of clinics 
would help to keep more defectives out of institutions and assist the after-care 
and employment services. 

14. Various explanations have been given for delays in organising and 
developing such mental deficiency clinics. In one area at least— where the 
scarcity of medical staff is as acute as elsewhere — clinics have been developed 
energetically and successfully through the co-operation of the Regional Hospital 
Board and the local authority. The medical staff are provided by the Regional 
Hospital Board, the accommodation by the local authority. Whatever the 
original source, e.g. psychiatric clinics, child guidance clinics or probation 
officers, all patients are passed to the mental deficiency clinics through the 
Medical Officer of Health. With suitable modifications to meet local conditions, 
schemes of this kind could, with advantage, be adopted in all regions at 
comparatively little cost. 



Mental Deficiency Institutions 

Present Institutional Accommodation in Scotland 

15. The number of mental deficiency institutions in Scotland, and their 

approximate numbers of staffed beds, is as follows:— 

Staffed 

beds 

National Health Service Number [approx) 



Western Region ....... 10 3 100 

South-Eastern Region ...... 2 ’700 

Eastern Region 1 400 

North-Eastern Region ...... 2 350 

Northern Region Nil Nil 



15 4,550 



It should be noted that in addition about 10 per cent, of the patients in mental 
hospitals (i.e. some 2,000) are mental defectives many of whom should properly 
be accommodated in a mental deficiency institution. 



Outwith National Health Service 
There are 5 Roman Catholic Institutions outwith the National Health 
Service (Western Region 2 : South-Eastern Region 3) providing accommodation 
for approximately 700 patients. The State Institution at Carstairs, administered 
by the General Board of Control, provides accommodation for 106 mental 
defectives of violent and dangerous propensities (and is at present being 
extended to accommodate 170 patients). 
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16. These institutions vary in size and in purpose. The largest has 1,400 beds, 
the smallest 20. There are 3 institutions with 600 or more beds: 4 with from 
200-400 beds: 4 with from 100-200 beds: and 9 with less than 100 beds. Certain 
institutions admit mental defectives of both sexes, all ages and all grades: 
others confine admission to one sex, or to special grades or ages. 

The design of the institutions varies — some are large and well-equipped 
modern institutions on the villa system; some are old buildings, badly designed, 
lacking in adequate sanitary accommodation and unsuitable for their purpose; 
and some have buildings of both types. Many of the smaller institutions are 
situated in converted mansion houses, with or without new villas attached. 
The standards of equipment and furnishings are in general good, as are the 
amenities and the training provided. 

17. For certain types of defective, a mental deficiency institution is the only 
place where proper care can be provided, e.g. for many low-grade defectives 
and those with gross physical handicap or weakness. A period in an institution 
is advisable for the training, resocialisation and rehabilitation of others, e.g. the 
feeble-minded defective. The main criterion for institutional care is social 
maladjustment and not the degree of intellectual capacity. A lower grade 
defective may be cared for at home with little difficulty, while the behaviour of 
a higher grade defective may make imperative his admission to an institution. 
The unstable shiftless type needs institutional care and is usually happier 
under it. 



Present Lack of Accommodation 

18. There can be no doubt that the extreme shortage of institutional accommo- 
dation for mental defectives in Scotland — which is estimated by the Sub- 
Committee as approximately 5,000 — is an urgent problem. This is not peculiar 
to Scotland; it has been estimated that in England and Wales and in the United 
States only half the institutional accommodation needed is available. But, 
while in England and Wales the number of mental deficiency beds per 10,000 
of the population is 12.1, the corresponding figure for Scotland is only 8.5. 

Effects of Insufficient Accommodation 

19. Because of this lack of sufficient accommodation, many defectives of all 
ages are living in the community under conditions which impose a burden, 
draining the energies of parents or relatives with little or no real benefit accruing 
to the patients. The emergency generally is more social than medical and may 
affect urgently the well-being of a household as well as that of the patient — a 
problem not always fully appreciated. It is emphasised that mental deficiency 
can produce an emergency as acute as any encountered in ordinary medical or 
surgical practice. 

20. Many defectives who ought to be in a mental deficiency institution are 
immobolising valuable accommodation in mental hospitals and in wards for 
the chronic sick and the senile in other hospitals and institutions. In the mental 
deficiency institutions themselves, it is often impossible to transfer defectives 
when they reach the age of 16 years to accommodation suitable for adults. The 
impasse is intensified by the low discharge rate in these institutions, by the much 
reduced death rate made possible by advances in medical treatment, and 
because admissions, such as they are, include an increasing number of low- 
grade defectives in need of prolonged or permanent care. 

8 
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21. Waiting lists are not an accurate indication of the need for more accommo- 
dation for mental defectives. On enquiry at one mental deficiency institution, 
the Sub-Committee found that to a waiting list of 400, no names had been 
added for over three years ; in other words, the figure of 400 gave an inaccurate 
and misleading indication of the real number of defectives requiring admission. 
All the evidence showed that, because of static waiting lists and the difficulty, or 
indeed the impossibility, of arranging admissions to institutions, authorised 
officers and others refrain from submitting names to be added to the waiting 
list. In the opinion of experienced witnesses an emergency exists here in the 
National Health Service which is steadily becoming more grave. 

22. Some of the causes and the effects of the situation described were seen by 
the Sub-Committee in one institution they visited. The buildings were old and 
unsuitable. Because of general overcrowding the unstable or delinquent and the 
physically ill had to share accommodation with the emotionally stable and 
physically fit defectives. Adequate classification of the patients had proved 
impossible; no proper training facilities could be provided and occupational and 
recreational facilities were in abeyance. There was a lack of specially qualified 
nursing staff. It is fair to record that steps have already been taken to improve 
the situation, e.g. by the appointment of a consultant psychiatrist to the hospital, 
but formidable difficulties remain to be overcome. 



Standards of Accommodation 

23. The optimum size of a particular mental deficiency institution is a matter 
for study in the light of the national needs for accommodation and the welfare 
of the patients. There is no warrant for institutions to be designed and equipped 
on too lavish a scale. Simple standards provide better and more realistic 
surroundings for patients who, on discharge, have to, return to their home 
environment; but to avoid overcrowding and to ease the burden on the nursing 
staff, proper standards of layout and of floor space in dormitories or day rooms 
are necessary. The accommodation for low grade defectives and for the physi- 
cally ill or helpless should conform to the standards of a good general hospital; 
for the able-bodied and higher grade defectives the need is for a simple homely 
environment. 

24. An institution with 1,000-1,500 beds would generally be preferable to a 
multiplicity of small ones, although small institutions may be useful for certain 
types of patient. To permit adequate classification of patients and to facilitate 
proper training, an institution should be constructed in units designed to house 
30 to 60 patients, with one or two smaller units. High grade defective children 
may often be most suitably accommodated in small units of 10 to 20 under the 
supervision of foster-parents to provide a more normal family atmosphere. A 
sufficient number of sick or “ hospital ” beds should be allowed for, and special 
provision made for the isolation and treatment of patients suffering from 
infectious disease. Adequate provision is also necessary for special services such 
as occupational therapy and physiotherapy. 



Pulmonary Tuberculosis in Mental Defectives 

25. The Sub-Committee found that the incidence of pulmonary tuberculosis 
in mental deficiency institutions could not be exactly ascertained but was 
probably higher than that among the general population. It is recommended 
that each patient, on or before admission to an institution, should undergo 
X-ray examination and, in the service generally, all the resources now available 
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for the prevention of pulmonary tuberculosis should be fully utilised. In view of 
current trends in the treatment of tuberculosis and the fact that defectives are so 
frequently unsuitable for transfer to ordinary sanatoria, the treatment of 
pulmonary tuberculosis in mental defectives should be organised on a regional 
or inter-regional basis. In each institution there should be an allocation of one 
bed per 100 for an isolation unit but the formal treatment of pulmonary tuber- 
culosis should be undertaken within a special unit located in one or more 
selected large institutions. If such a special unit could be adapted for mentally 
ill patients as well as for mental defectives, it could usefully be placed within a 
mental hospital. 



Ageing and Senile Defectives 

26. Because of the reduction in the death rate, the number of ageing and senile 
defectives in institutions has steadily increased and contributes to the urgency 
of the problem of accommodation. In most institutions there are increasing 
numbers of senile defectives, completely stabilised and needing only a minimum 
degree of supervision. Some of these could usefully be housed in suitable 
accommodation adjacent to the institution or elsewhere — on lines similar to 
those recommended for senile patients in mental hospitals. 



Mental Illness in Defectives 

27. The Sub-Committee endorse the opinion of the Russell Committee that 
mental illness supervening in a mental defective should be dealt with in suitable 
accommodation within the institution unless, on clinical grounds, special 
treatment in a mental hospital is inevitable. The majority of psychotic episodes 
in mental defectives are transient and, in the interests of these patients, con- 
tinued care in an institution is preferable to transfer to a mental hospital. 
Moreover, once admitted to a mental hospital, the mental defective tends to 
remain as a chronic inmate long after his psychotic episode has subsided and 
thereby becomes an unnecessary burden upon the resources of the mental 
hospital service. 



Special Accommodation for Certain Delinquents 

28. At a later stage of their remit, the Sqb-Committee will make a special 
study of delinquency. Meantime attention is drawn to the fact that, under the 
Criminal Justice Act, there have been admitted to mental deficiency institutions 
a considerable number of defectives whose real trouble is instability of conduct 
rather than intellectual defect and many of these may be regarded as psycho- 
paths. The Sub-Committee saw for themselves how one or two of this type can 
disrupt the orderly tenor of an institution which deals mainly with quiet 
defectives of the responsive type. Psychopaths and some temperamentally 
unstable defectives are most unsuitable for admission to an ordinary institution 
and the Sub-Committee would support strongly any recommendation for the 
provision of special accommodation for these patients. It is to be noted that 
because of the reluctance to certify mental defect and because of insufficient 
institutional accommodation, certain types of mental defectives may become 
confirmed criminals before they ultimately reach mental deficiency institutions 
by way of the Courts. This fact gives added weight to the recommendations 
already made in this report (paragraph 9) about the importance of early and 
accurate ascertainment. 

10 
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Admission to Institutions, etc. 

The Question of Voluntary Admission 

29. At present, a mental defective cannot be placed in an institution or under 
guardianship unless certified under the Mental Deficiency Acts. The question 
arises of voluntary admission for defectives comparable to that so successfully 
used for the admission of mentally ill patients to a mental hospital. 

The Sub-Committee found that certain Physician Superintendents did not 
favour the idea of a voluntary system of admission for mental defectives. 
These Physician Superintendents consider that even if a feeble-minded defective 
could make up his mind on a matter such as this, only too often after admission 
he would change it, take his discharge and so make impossible any continuity 
of care and training. Doubt was also expressed about the validity of a mental 
defective’s signature to an application for admission. 



A few Physician Superintendents were prepared to support a modified system 
whereby defectives under a certain age (e.g. 21 or 25 years) could be admitted 
to an institution upon the request of the parent or guardian, as is permitted for 
persons under 16 years of age who enter mental hospitals as voluntary patients. 
Given adequate medical safeguards, and provided the bona fides of the parent 
or guardian were strictly examined, there would seem to be no reason for any 
arbitrary upper age limit for mental defectives if such a system were introduced. 
Many of these objections would seem to disappear when it is remembered that 
the mental age of the defectives under consideration is almost invariably lower 
than their chronological age and that their position, in fact, corresponds in 
many ways to that of children admitted to general hospitals. 

Voluntary admission would be of special value (by providing short periods of 
institutional care of a defective) during a domestic crisis such as illness of a 
parent or the need for parents to take a holiday. 

Many of the arguments raised against voluntary admission to mental 
deficiency institutions were used in past days against voluntary admission to 
mental hospitals. Further, it may be noted that authorities in England — including 
the Royal Medico-Psychological Association — favour a voluntary system. The 
Sub-Committee recommend that voluntary admission of certain cases to mental 
deficiency institutions should be considered. 



Discharge from Institutions 

30. The problem of admission to mental deficiency institutions has been 
mentioned in paragraphs 7, 18 and 19. It is not sufficiently recognised that there 
is a similar urgency in the problem of discharge. The discharge rate (including 
discharge on licence) varies greatly between different institutions and this 
cannot be accounted for solely by differences in the types and grades of the 
inmates. In three large institutions, each dealing with similar types of defectives, 
the proportions of patients on licence on a given date were 1 1 per cent., 3 per 
cent, and 1.7 per cent.; for all institutions the percentage on licence varies from 
19 per cent, to 1 per cent. 

At 31st December, 1953, there were 2,762 male, 2,331 female, a total of 
5,093 patients, in institutions for mental defectives. 

11 
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The following changes in the numbers of certified patients took place during 



Institutions 




Male 


Female 


Total 


Admitted . . . . ' . 




220 


201 


421 


Placed on Licence 




91 


44 


135 


Discharged .... 




64 


46 


110 


Discharged by escape 




23 


6 


29 


Died 




37 


43 


80 


Proportion of Admissions per cent, 
number Resident 


on 


7.7 


8.2 


7.9 


Proportion of Discharges per cent. 
Admissions .... 


on 


39.5 


25.9 


33.0 


Proportion of Deaths per cent, 
number Resident . 


on 


1.3 


1.8 


1.5 


Guardianship 




Male 


Female 


Total 


Placed under guardianship . 




99 


75 


174 


Discharged from guardianship by death 


22 


18 


40 


Discharged .... 




19 


4 


23 


Lapse of Orders 




6 


_ 


6 


To Institutions .... 




24 


34 


58 


To Mental Hospitals . 




11 


8 


19 


Total discharged from guardianship 




82 


64 


146 



31. The suitability of a defective for discharge from an institution depends on 
several factors, e.g. the previous history, the grade of mental defect, the degree 
of emotional stability, the adaptability of the patient and the home circum- 
stances. It is usual to grant absence on licence before arranging for absolute 
discharge from the institution; discharge may on some occasions be preceded 
by a period of daily licence or a period of stay in a hostel. The prerogative of 
recommending discharge from an institution rightly belongs to the psychiatric 
specialist who alone is in a position to assess fully the progress and fitness for 
discharge of the patient: but obviously in this connection liaison with the 
Medical Officer of Health is desirable. The Physician Superintendent should 
always have in mind the many urgent cases awaiting admission and should 
never prolong unduly the stay in hospital of any of his patients for whom life 
outside offers reasonable possibilities. 

32. Emphasis should be placed upon a system which will promote an active 
turnover of patients with adequate arrangements for the transfer of suitable 
patients at the earliest opportunity to their own homes, foster homes, hostels 
or residential training centres. A policy of this kind is urgently needed to 
relieve stagnation in institutions, to encourage a realistic attack on the large 
waiting lists and to give full scope to the services of the medical, nursing and 
ancillary staffs. Only where such a policy is in operation will it be possible to 
determine properly the amount of additional accommodation required to 
remedy the acute deficiency of institutional beds (vide para. 16). 

Hostels 

33. Hostels can provide a halfway house between the institution and a return 
to community life or they may serve as centres for training and employment in 
domestic, agricultural or industrial work. The only hostel for defectives at 
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present in Scotland is run by a voluntary organisation for the training in farm 
work of patients on licence from institutions throughout the country. The 
hostel accommodation is temporarily limited to 20 because of lack of adequate 
training facilities. On the occasion of a visit by the Sub-Committee, there were 
found to be only 14 defectives in residence and it was stated that it was often 
difficult to obtain even this small number of admissions. This state of affairs 
seems inexcusable and is strikingly at variance with the view, so frequently 
expressed, that hostels are of value not only for defectives transferred from 
institutions but also to accommodate and, sometimes, to train defectives at 
present living in the community. There is considerable scope for the experi- 
mental development of the hostel system, including the provision of day hostels 
and even day hospitals which patients could attend on a daily non-resident 
basis. The cases of patients resident in institutions should be reviewed regularly 
to ascertain those suitable for or likely to benefit from transfer to a hostel. 

Community Care 

34. Community care (also known as “ boarding out ” or “ family care ”) has 
been developed with much success in Scotland for almost a century. Without 
doubt, the system could be still further developed with advantage, but because 
at present it is becoming more difficult to obtain the help of suitable guardians 
the financial aspects of boarding out appear to need re-examination. The 
question of the respective financial responsibilities of the National Assistance 
Board and local authorities for the provision of funds and facilities for defec- 
tives should also be considered. 



After-Care 

35. The after-care of mental defectives, e.g. following discharge from an 
institution, a hostel or from statutory care, is clearly a matter of great impor- 
tance. After-care is the responsibility of various authorities, e.g. of Regional 
Hospital Boards and local health authorities acting through various agencies 
such as Medical Officers, Psychiatric Social Workers and Welfare Officers. In 
certain cases help can be given by Disablement Rehabilitation Officers in finding 
suitable employment for mental defectives who apply for registration, as 
disabled persons. The Sub-Committee found little evidence that these obliga- 
tions with respect to after-care were being fulfilled. 

Voluntary Agencies in After-Care 

36. Voluntary Associations can be usefully employed by local authorities in 
carrying out many of their Statutory duties. As an example of the range of 
services that can be provided by Voluntary Associations, the work that is being 
done in one area in Scotland may be quoted. In this area the active local 
Voluntary Association for Mental Welfare conducts two recreational and 
training clubs or centres for “ ineducable but trainable ” male and female 
defectives over the age of 16 years on behalf of the local health authority. 
The Voluntary Association helps to provide training at home for both trainable 
and untrainable defectives of all ages who are unable, for whatever reason, to 
attend a training centre or club. Ex-pupils of the Special School and Occupational 
Centre administered by the education authority are visited annually, or more 
often where necessary, by voluntary visitors. Friendly contact is maintained by 
visits or by correspondence with mental defectives who are boarded out in the 
community. The Association runs an advisory service which deals with 
enquiries from parents and from ex-pupils and a Former Pupils’ Club has been 
established for boys who have left the Special School. 
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Staffing Requirements 

37. The Sub-Committee examined the staffing requirements of the mental 
deficiency service and particularly that of institutions. Under present arrange- 
ments, there is insufficient medical staff of both senior and junior grades and 
some institutions find that recruitment has become virtually impossible. 
Several explanations are given for this — the narrow range of work and, in 
part, its allegedly unattractive character; isolation from other branches of 
psychiatry and of general medicine; the geographical isolation of some 
institutions. Bearing in mind that already there are too few psychiatric specialists 
in training, the situation must be viewed in the light of how much of the work 
in the mental deficiency service is of an essentially medical kind. The medical 
task is to recognise and classify mental defect, to prescribe and supervise 
measures for training and education, to assess progress and to provide day-to- 
day general medical care. Wherever possible qualified medical staff should not 
be engaged in work which can be undertaken by other suitably qualified people. 



Specialist Medical Staff 

38. Undoubtedly the Physician Superintendent of a mental deficiency 
institution needs to be a psychiatrist with special experience of mental deficiency. 
Like his counterpart in a mental hospital, he ought to be a well-trained physician 
with a special interest in the social as well as the medical problems of his patients. 
To maintain a supply of experienced medical staff, it would be a great advantage 
if a system of registrarships could be arranged requiring rotation between 
mental deficiency institutions and mental hospitals, and experience in mental 
deficiency recognised as an important additional qualification for achieving 
consultant status. To remove any tendency to intellectual isolation in the mental 
deficiency service, there will need to be close relations with the general and 
mental hospitals, the Medical Officer of Health, child psychiatry units and the 
University Departments of Psychiatry. 



Non-Specialist Staffing 

39. In considering the establishments required of non-specialist medical staff, 
the place of the general practitioner in the work of a mental deficiency insti- 
tution needs careful examination. If the general medical care of patients could 
be undertaken by general practitioners, and mental testing with certain other 
duties by psychologists, the specialist medical staff could apply themselves with 
advantage to the more psychiatric aspects of their work and to the development 
of extra-mural services. No doubt the administration and organisation of the 
larger institutions are properly the responsibility of experienced medical staff; 
nevertheless much routine work in an institution could, with advantage, be 
delegated, under proper direction and supervision, to suitably trained psycholo- 
gists, qualified nurses, and occupational and recreational therapists. 



40. Some Physician Superintendents question the need for specially qualified 
auxiliary staff because they hold that the training of defectives should be 
undertaken personally by a doctor, with suitable assistants working directly 
under his control. In the light of present-day needs, however, and for the 
efficient and economical use of available resources, these opinions are somewhat 
unrealistic. A review of the working programme in institutions is needed to 
ensure that wherever possible medically qualified staff be relieved of work and 
duties which could usefully be delegated to experienced non-medical staff. 
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Nursing Staff 

41. A Departmental Committee on Nursing Staff in Mental Deficiency 
Institutions have examined the subject of nursing staff as a whole. The Sub- 
Committee considered the role of the mental deficiency nurse in the care and 
training of patients. They observed in one institution the unsatisfactory 
situation which arises from the absence of nursing staff with mental deficiency 
qualifications. While the need for adequate specialised training is to be stressed, 
attempts to over-elaborate the training syllabus should be resisted. The system 
in one institution of appointing “ nursery governesses ” is noted as a useful aid 
to the recruitment of nursing staff. 

Research 

42. At the present time little research into the problems of mental deficiency 
is being carried out either in mental deficiency institutions or elsewhere. Many 
clinical, biological and sociological problems await investigation, and much 
fruitful work could be . initiated in such fields as neuropathology, neuro- 
physiology, endocrinology, biochemistry and genetics. The stimulus of active 
research could rejuvenate many aspects of the mental deficiency service and 
enable it to play a more significant part in dealing with the social aspects of 
mental deficiency and psychiatry. The appointment of a University Reader in 
Mental Deficiency would be a profitable step, not only as a means of opening up 
a fruitful field of academic interest (for which a wealth of clinical material is 
available), but also by providing opportunities for extending the influence of a 
variety of University departments. 



General Summary 

43. (1) Mental Deficiency is essentially a social problem and its medical 
aspects must be viewed in relation to those which are the concern of the social, 
welfare and industrial services. 

(2) A prime need is an efficient system of ascertainment; this will allow the 
best use of existing resources and make possible a proper assessment of present 
deficiencies and future requirements, but ascertainment in the absence of 
resources, will have only a limited effect in improving present conditions. 

(3) The needs of the individual defective and where and how these needs 
can best be met, ought to be ascertained, as far as possible, before admission 
to an institution. This calls for a policy which will place a new emphasis on 
mental deficiency out-patient clinics and establish them as key centres in the 
service. 

(4) The need for such a policy is accentuated by the plight of the Mental 
deficiency institutions where accommodation and staff are already heavily 
overstrained. Improved methods of medical and nursing care have reduced the 
death rate among inmates of institutions ; for this and other reasons the rate of 
turnover has progressively slowed down. This situation is intensified by the fact 
that some 2,000 mental defectives who should be in institutions are at present 
immobilising valuable accommodation in mental hospitals. 

(5) The urgency of the question of admission is matched by that of the 
problem of discharge from institutions. There should be an immediate and 
then continuous review of inmates of institutions and of waiting lists, with the 
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development of extra-institutional facilities to conserve to the best advantage 
the specialised resources of the institutions. This will involve development of 
hostels, residential and day centres, with full use of community care and of the 
after-care services. 

(6) In mental deficiency institutions there is no warrant either for elaborate 
layout and furnishings or for dinginess. The standards required are those of a 
good general hospital for defectives needing nursing care and of a good home 
atmosphere for the able-bodied higher grade defectives. An institution should 
consist of units which in number and size will facilitate proper classification of 
patients, their supervision and training. 

(7) Senile defectives may require separate accommodation within an 
institution or elsewhere. Defectives with mental illness should be transferred to 
mental hospitals only for those periods when they need specialised treatment. 
Defectives dealt with by the Courts for serious social or delinquent tendencies 
should be housed in special accommodation and not in ordinary Mental 
Deficiency Institutions. 

(8) Special attention should be paid to the problem of tuberculosis among 
defectives, making full use of the health service arrangements for the diagnosis 
and treatment of this disease. Although within each institution there should be 
an isolation unit, the formal treatment of tuberculous defectives should be 
undertaken by the tuberculosis consultant physicians in one or more special 
units located in selected mental deficiency institutions or mental hospitals. 

(9) The increasing difficulty in the recruitment of medical staff and the need 
to use professional and auxiliary staff to the best advantage, call for a review of 
fundamental issues of policy. Medical specialists and nurses trained in mental 
deficiency should not be used for duties which could and should be undertaken, 
under suitable medical direction, by competent auxiliary staff: the hospital 
service could properly be relieved of much of the burden of mental deficiency. 
The needs of defectives fall largely within the sphere of the welfare and social 
services which can be developed to provide domestic supervision and such 
occupational training as may be required. 

(10) Physician Superintendents should be authorised to admit under 
adequate medico-legal safeguards certain defectives to institutions without the 
necessity for statutory certification. The Sub-Committee recommend that the 
question of voluntary admission to institutions should receive consideration 
when the present lunacy and mental deficiency legislation is being amended. 

(1 1) There is need for an active programme of research into the many 
problems in the field of mental deficiency. 

(12) Improvement in arrangements for the ascertainment, assessment and 
care of mental defectives requires the co-operation of all three branches of the 
National Health Service,' but much depends on the initiative of local authorities. 

44. A summary of Statutory Services has been appended (Appendix I). 

G. MATTHEW FYFE 
Chairman 
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APPENDIX I 



Statutory Services 

A brief summary is given of the various Acts relating to mental deficiency. 

The Mental Deficiency ( Scotland ) Acts, 1913 , 1940 

These Acts are to be viewed as amended by the Education (Scotland) Acts, 
1946 and 1949, the National Health Service (Scotland) Act, 1947, and the 
Criminal Justice (Scotland) Act, 1949. Under the Mental Deficiency Acts a 
mental defective can be dealt with only by being certified and placed either 
under guardianship (of a relative or other person) or in an institution for 
mental defectives. Two medical practitioners must certify that the person is 
mentally defective and one of the certifying doctors must be a medical practi- 
tioner approved by the General Board of Control. According to circumstances, 
a mental defective can be dealt with at the instance of the parent or guardian 
and with the consent of the General Board of Control, or at the instance of the 
local authority concerned and with the consent of the parent or guardian, or 
by a Judicial Order following a petition to the Sheriff. The General Board of 
Control at specified intervals review the question of continued detention under 
the Acts in the case of every certified mental defective and all certified mental 
defectives (or their nearest relatives) have a right, also at specified intervals, to 
appeal to the Sheriff against detention. The local health authority has the 
duty of ascertaining all persons over 16 years of age who require to be dealt 
with as mental defectives. The Acts lay down special powers of and regulations 
for visitation of all certified mental defectives whether under guardianship or 
in institutions. 



The National Health Service {Scotland) Act, 1947 

The Secretary of State has a duty within the National Health Service to 
provide institutional care for all who need it on account of mental defect. The 
local health authorities have a duty “ to provide, or secure the provision of, 
suitable training and occupation ” for children of school age notified under the 
Education (Scotland) Acts as incapable of receiving education and training in a 
Special School or Occupational Centre, and also for all mental defectives over 
16 years of age whether they are certified or not under the Mental Deficiency 
Acts. Provision is also made for the supervision of uncertified defectives. 
Mental defectives in institutions provided under the National Health Service, 
and on licence from such institutions, are the responsibility, financial and 
otherwise, of Regional Hospital Boards. On the other hand, mental defectives 
under guardianship are the responsibility of local health authorities, whereas 
mental patients under guardianship are the responsibility of Regional Hospital 
Boards. 

Education {Scotland) Acts, 1946 , 1949 

The education authorities are responsible for the ascertainment, education 
and training of mentally handicapped children between the ages of 5 and 16 
years and for the provision of occupational centres. These Acts also provide for 
the examination of children under five years of age at the request of their 
parents. The education authority must notify to the appropriate local health 
authority and to the General Board of Control ( a ) children incapable of 
profiting from special educational arrangements and ( b ) all children about to 
leave special schools (normally at 16 years) who seem likely to require to be 
dealt with under the Mental Deficiency Acts. 
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Disabled Persons (. Employment ) Act, 1944 
Registration as disabled persons is open to mentally handicapped persons 
(or, through their parents, to those leaving school). 

National Assistance Act, 1948 

Under Section 21, mentally handicapped persons may be admitted to 
residential accommodation provided by local authorities if the handicap is not 
such as to require continuous mEdical supervision. There can be provided an 
undefined range of welfare services for the mentally handicapped. 

Criminal Justice ( Scotland ) Act, 1949 

There are special powers for dealing with offenders found to be mentally 
defective. 
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